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If one need to make an apology for bringing the sub¬ 
ject of appendicitis before tiie Surgical Society, ours will be 
the fact that our experience has ever added to our own knowl¬ 
edge, and therefore we feel that a review of a considerable 
number of cases may aid in the study of this disease, and 
also the fact that it seems to us well to carefully consider 
certain propositions regarding the treatment of appendicitis, 
notably the method of operating, and the question as to whether 
to operate or not in acute cases at or near the time when 
perforation has taken place. 

The 219 cases herewith analyzed may be classified as 
follows: 


Class 1. Chronic, recurrent, rc- 

Cases. 

Deaths. 

lapsing; interval operation ... 
Class 2. Acute, including perfor¬ 
ative, gangrenous, suppurative, 
local, and more or less diffuse 


0 

peritonitis . 

Class 3. Fulminating, and cases 
with general septic peritonitis 

157 

^ (i.c., 4.4 per cent.) 

diagnosticated prior to opera¬ 
tion. Many of the cases were 


* 

practically moribund . 

19 

19 (mortality, 100 per cent.) 


Total 


219 26 (12 per cent.) 


Cases operated on by Dr. Sytns. 
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Class 1 
Class 2 
Class 3 


Cases. Deaths. 

27 0 

44 1 (2.2 per cent.) 

4 4 (100 per cent.) 


Total 


75 5 (6.6 per cent.) 
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Cases. 

Cases operated on by Assistants.* Class l_ 16 

" “ “ Class 2_ 113 

“ “ “ “ Class 3 .... 15 


Deaths. 


O 

6 (S -3 per cent.) 
15 (too per cent.) 


Total 


144 21 (14.5 per cent.) 


We were very much surprised at the view expressed by 
Ochsner, namely, that cases of acute appendicitis should not 
be operated upon after the twelfth to twenty-fourth hour, until 
resolution had apparently taken place and the case could he 
treated as an interval one, or until a large pcrityphilitic abscess 
had formed which might be opened by the extraperitoneal in¬ 
cision, years ago known as the Parker incision. The treat¬ 
ment proposed by Ochsner is more or less generally known as 
the starvation treatment, consisting of lavage of the stomach 
and otherwise absolute rest of the stomach and upper intestinal 
tract, nourishment being supplied by rectal alimentation en¬ 
tirely. For this method of treatment Ochsner claims great 
things, and he has attracted many advocates to it. But it 
seems to us that a review of the cases here presented would 
show that it would be applicable alone to the cases of general 
septic peritonitis, which we believe to be fatal in practically 
too per cent, when operated upon. 

The cases of chronic, recurrent, relapsing appendicitis, 
known as interval cases, have presented no deaths in our ex¬ 
perience, and we believe it reasonable to expect that a clear 
record should be obtained, certainly when ideal surgery can be 
performed. If cases of general septic peritonitis arc to be con¬ 
sidered universally fatal, it would leave for our consideration 
that list of cases included under Class 2, /.<?., acute perforative, 
gangrenous, suppurative appendicitis with localized abscess, 


* We wish to thank our co-workers, the Assistant Attending Surgeons 
to the Hospital, Drs. Henry Roth and William Shufelt, for their valued 
and skilful co-operation. It is but fair to state that they operated on a large 
proportion of cases that came in at night, or that, on account of their 
urgency, had to be operated upon at odd times, and therefore they probably 
encountered cases of more severity than occurred in the author’s list. 
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localized or diffused peritonitis, but not general peritonitis nor 
general peritoneal sepsis. Of these cases we have lost one in 
this series of forty-four cases (2.2 per cent.), and our assist¬ 
ants, out of 113 cases, have lost six, making a total of seven, 
or 4.4 per cent. Of these 157 cases it would be impossible to 
conceive that anything like so small a death-rate could have 
obtained had the expectant or starvation treatment been pur¬ 
sued. They embraced cases in which the gangrenous appendix 
lay free in the abdomen, and where general peritoneal sepsis 
would have been inevitable but for operative interference. 
There were cases of peri-appendicular abscess with adhesions 
more or less firm, but in a proportion of which it would be 
fair to suppose that general infection would have taken place 
save for the relief given by operation. There were cases in 
which there was gangrene of the omentum, gangrene of the 
cfccurn, perforation of the bowel, beside perforation of the 
appendix; and it is impossible for 11s to believe that more than 
a small majority of these cases could possibly have survived an 
expectant treatment, and those only by some such lame process 
of nature as spontaneous opening of an abscess externally or 
into one of the hollow organs of the abdomen. When one 
considers such a series of cases as reported by Ochsner, one 
must take for granted the accurate diagnosis, for the con¬ 
ditions were not seen and could only be surmised; and we 
think any surgeon must concede that to make an accurate 
diagnosis of the intra-abdominal condition in cases of suppura¬ 
tive inflammation is impossible. All Ochsner’s cases lacked 
the accurate knowledge which is obtained by operation. 

It seems to us that such a plan of treatment as applied to 
this class of cases must merely mean the survival of the fittest. 
We all recognize the fact that a patient on the eighth, tenth, 
or twentieth day after the initial stage of an appendicitis is 
comparatively safe, if lie be alive; but we must not lose sight 
of the fact that he passed through a period of danger before 
reaching this stage, and that many who have tried to do like¬ 
wise have died. 

It is the theory of Ochsner and those who hold with him, 
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that operation is extremely dangerous at the period when 
perforation of an appendix lias taken place, and we agree that 
such operation is dangerous unless performed with the utmost 
care. YVe also maintain that the ideal of surgery and of medi¬ 
cine is that we should not have cases come to operation at this 
period, for every case of appendicitis, if properly and care¬ 
fully observed, should come to operation before this period is 
reached. But when the surgeon finds his patient at his first visit 
in this condition with an appendix ruptured, with a localized 
peritonitis, or a localized abscess, there is no opportunity for 
him to choose, if he believes as we do; and he must then oper¬ 
ate ; but he must so operate that the operation shall not present 
as high a degree of mortality as would the expectant treatment 
in these cases. 

At the meeting of the American Medical Association in 
1902 we reported our nine fatal cases of appendicitis. These 
were the only cases of death from operation in our series 
dating from the year 1888. Unfortunately, we are unable to 
present the full number of cases, so that we cannot give the 
percentage, but suffice it to say that in all our experience wc 
have had but two deaths among patients belonging to Class 2, 
namely, acute perforative, gangrenous, suppurative appendi¬ 
citis with localized abscess, localized or diffused peritonitis. 
(In the cases here reported our one death represents but 2.2 
per cent.) Ochsner states that operation at this period has 
a death-rate of 20 per cent. We have lost but 2.2 per cent, as 
shown above. And we believe this small percentage is owing 
to the method of operating. 

We wish to lay stress on the proper manner of operating 
upon cases embraced under the Class 2. Unfortunately, the 
statement has been many times made, and is too often acted 
upon, that the peritoneum is capable of safely dealing with a 
surprising amount of infection or of infective material; for 
the ideal surgical procedure is the one which does not subject 
utiinvaded peritoneum to any infection whatsoever. Our 
endeavor in operating on these cases has been to thoroughly 
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protect the uninvaded peritoneum from infective material by 
the most careful and thorough gauze sponging or packing. 

Peri-appendicular abscesses are opened in a systematic 
manner. After the field has been thoroughly exposed, and 
the point for entrance of the abscess chosen, with the region 
thoroughly walled off by sponges, the abscess is opened by 
separating adhesions very gently, and the first escape of pus 
is controlled by the pressure of the finger of the operator over 
the opening. From then on the operator uses small marine 
sponges held in forceps, which are passed like a series of 
buckets at a fire. As soon as a sponge is lifted from the 
opening it is replaced by another, and all of the pus is absorbed 
in these sponges, none of it being allowed to escape into the 
wound. After the tension is removed from the abscess, the 
opening is carefully enlarged and the evacuation can take place 
more rapidly. Finally, the abscess cavity is emptied, and the 
surface cleansed with peroxide of hydrogen (which we feel 
will destroy pus, hut which will not disinfect tissue). In 
almost all cases nowadays we continue the separation of adhe¬ 
sions to the point of removing the appendix; but we do not in 
the least agree with those who claim that it is safe to evacuate 
pus into the peritoneal cavity, and then rely upon disinfection 
with hydrogen dioxide, or any other means; nor with the 
opinion that, having removed the diseased appendix, no matter 
how, the peritoneum will he able to take care of whatever 
infection may have been superinduced. The operation is com¬ 
pleted by careful and thorough packing of the wound with 
gauze for the purpose of drainage. This packing is so placed 
as to keep the intestines well within the abdomen and to keep 
healthy intestine from contamination with the already infected 
area. In some cases we use rubber tissue and gauze, but when 
the infective process has been a severe one we use gauze alone. 
If this packing is properly done, it will never cause intestinal 
obstruction; but if the pads of gauze are placed between the 
folds of intestine it will frequently be productive of trouble. 
Before leaving this phase of the subject, we would submit that 
in these recorded cases our mortality of 2.2 per cent., and in 
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all of our other appendix operations,—number not known,— 
our single death in this class of cases is a better record than 
we could have obtained by the expectant plan of treatment. 

When one comes to the question of cases of general septic 
peritonitis, which our experience has presented a mortality of 
ioo per cent., when operated upon, one should welcome with 
joy any plan of treatment recognized as proper which will 
relieve the surgeon from the responsibility of operating, and 
which will relieve the community and the public at large from 
the great disadvantage that they are put to by every case of 
appendicitis that dies following an operation. When one con¬ 
siders the greatest good to the greatest number, it must be 
conceded that each case of appendicitis dying without opera¬ 
tion is a great benefit to the public, while every case of appen¬ 
dicitis dying after operation is a public calamity. We have 
always held that in the history of every case of appendicitis 
there has been a period when that case conld and should have 
been operated upon safely and successfully. In other words, 
ideally speaking, there should be absolutely no mortality rate 
from appendicitis. 

Some time ago, expressing this view to a colleague, the 
latter cited the instance of a patient whom he had recently 
seen, who was operated upon within seven hours of the first 
symptom of appendicitis, and yet it was found that his appen¬ 
dix was gangrenous, and there was general peritoneal sepsis, 
from which the patient died. But we maintain that this was 
not within seven hours of the first symptom, and asked our 
friend if it was not at least ten years after the first symptom, 
and on further inquiry it was found that for years the patient 
had suffered from well-marked symptoms of appendicitis, such 
as slight localized tenderness, slight localized pain, chronic 
indigestion, abdominal distention, and that train of symptoms 
which should either be cured by the general practitioner or 
which should lead him to turn the patient over to the surgeon. 

Among the nineteen cases belonging to Class 3, viz. 
(general septic peritonitis), which died, many were almost 
moribund at the time of operation. These were not by any 
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means all cases of fulminating appendicitis, but many of them 
had belonged to Class 2, and bad passed from that more 
favorable condition during days of unnecessary delay before 
they had been brought to the hospital. Feeling the confidence 
which we do in Ochsner, and having the conviction that opera¬ 
tion in these cases will result in no good, we would gladly place 
all these cases on the starvation plan of treatment, but for the 
fact that no one can be positive of the diagnosis. A number of 
our cases which we have saved have apparently been cases of 
general peritonitis, seeming so to be even when the abdomen 
was opened; but the very rapid benefit following operation has 
proved to us that they were not cases of general peritonitis, 
but that they really belonged to Class 2. We feel that there 
is a great distinction to be made between cases of diffuse peri¬ 
tonitis and cases of general peritonitis. To find the abdomen 
full of seropurulent material is not enough to establish the 
diagnosis of general peritonitis, and we feel convinced that 
general peritonitis is necessarily a fatal condition. Our method 
of dealing with these cases, where the disease is not walled in 
nor localized by adhesions, is to remove the diseased appendix 
and any gangrenous mesentery or omentum, to cleanse the 
local field with hydrogen peroxide, and to mop out the exces¬ 
sive excretion. We no longer resort to flushing in any cases, 
and we do not use wide-spread gauze packing in the abdomen, 
but attempt merely to thoroughly pack the original site of the 
disease in a way that will drain it. 

When one comes to a patient who can evidently withstand 
the operation, but in whom the chances of recovery seem to be 
but the slightest, one is confronted with perhaps the most 
difficult question which presents itself in surgery; that is to 
say, whether to operate or not. But from the patient’s point 
of view, the slight chance of recovery by operation is the only 
chance he has; and it certainly seems that the question becomes 
a moral one, and that the patient is entitled to this one chance, 
and that the surgeon should not shirk the responsibility. But 
we always look with longing and regret to those precious hours 
which have been lost by delay, and to that period that has 
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existed in every patient’s case when lie might have been oper¬ 
ated upon with no fear of a fatal result. So far, we have 
operated upon every case which has been admitted to Lebanon 
Hospital except one. He was really moribund, and died a few 
hours after admission. 

In closing, we would like to express the deep sorrow and 
mortification we feel at the apparent lack of knowledge, or 
appreciation of the danger of appendicitis, on the part of many 
physicians. At Lebanon Hospital we are constantly admitting 
patients who are in a precarious condition, owing to the fact 
that their physicians have kept them from operation day after 
day, apparently not recognizing the gravity of the case,—cer¬ 
tainly not through inherent ignorance, but it must be on account 
of lack of careful investigation of the cases. It is pitiable at the 
time of operation—perhaps on the seventh or eighth day-—to 
find a hopeless condition which surely did not exist at a period 
long after the disease should have been thoroughly recognized, 
and when operation could have been expediently and safely per¬ 
formed. Fortunately, this deplorable mistake is being made 
with ever decreasing frequency, and we should all look forward 
with hope to the time when the public and physicians will 
recognize the fact that appendicitis is absolutely a surgical and 
not a medical disease. 



